Early identification and intervention are vital in the management of neurodevelopmental disorders (NDDs), including autistic spectrum disorders (ASD). Unfortunately, delay in identification and further delay in intervention are the norms in clinical practice. Duration of untreated ASD is a variable that predicts poor outcome.\[[@ref1]\] This delay may be due to factors such as a lack of knowledge and awareness among parents, health professionals, and teachers; the stigma of attending a psychiatric service; cultural factors; "everything will be alright as the child grows up" attitude; and lack of facilities accessible to the children in need. Identifying the relative importance of these factors is vital from a public health point of view.

Manohar *et al*.\[[@ref2]\] has looked into the temporal trends from the earliest symptom recognition through pediatric consultation and time of diagnosis to time of the first specific intervention. The figures brought out are somewhat comforting than the ones published in previous studies.\[[@ref3]\] This perhaps reflects the better awareness created in the recent times. However, the data drawn from a population referred to a tertiary-level specialized center is unlikely to represent the real-world scenario in primary or community care.

Even in these favorably biased data, the mean delay from the first medical contact to a specific intervention is an unacceptable 9.4 months. This delay brings up some important questions: What are the causes of the delay for diagnosis at the point of first consultation? What contributed to the delay from diagnosis to the initiation of specific intervention? Had this study addressed these questions, it would have brought up system gaps and deficiencies which contributed to the long duration of untreated ASD and would have justified the title "Need for paediatrician-child psychiatrist liaison."

Assessment, diagnosis, and interventions of NDDs are among the core competencies of psychiatrists. Psychiatrists\' location in the first assessment point of children suspected to have NDDs would significantly cut short the costly delay in diagnosis and initiation of specific therapies. At this point, the factors which prolong the duration of untreated ASD, such as the parental grief, denial, and "everything will be alright as the child grows up" attitude, should be tackled with the professional expertise of a psychiatrist.

Pediatricians, the natural first contact of children with probable NDDs, should be trained to screen for these disorders. This mandatory screening for NDDs at regular intervals in infancy and toddler period, using standardized tools, should be established as a government policy. Psychiatrists should be competent not only to diagnose NDDs but they should be confident to give leadership to the multidisciplinary interventions in close liaison with his/her fellow medical professionals from pediatrics. In clinical practice, many comorbidities such as attention deficit hyperactivity disorder, obsessive compulsive disorders, disruptive disorders, and emotional disorders are widely encountered with ASD. Psychiatrists\' role is indispensable in such clinical scenarios. Future psychiatrists and pediatricians should arm themselves with the competencies, skills, and attitudes needed for the collaborative work demanded from them in this interdisciplinary area. Working together, and not cross consultation to the psychiatrist or pediatrician, is the model to be promoted in child mental health. The workforce composition of Early Interventions Centers should be in accordance with this principle. Limiting the psychiatrists\' role to one among the several medical consultants would be a disservice to children with ASD.
